develop relative values. Rather, MedPAC voiced concern that the CMS and the medical community had not identified services that may be overvalued. The RUC has responded directly to this Med-PAC concern by creating a Five-Year Review Identification Workgroup, which has already obtained data that will help identify issues to be addressed in future reviews.
The RUC also continues to recommend improvements in practice expense and professional liability insurance valuation, which half of the payment system comprises. The RUC has repeatedly called on the CMS to address equipment utilization and other flaws in the practice expense formula that would positively impact payment for E&M services.
Although the CMS ultimately rejected the recommendation, the RUC strongly advocated substantial E&M service increases in the 1997 Five-Year Review. The decision not to request review of E&M services in 2002 was made by specialty societies representing primary care-not the RUC. These societies submitted comments in the most recent review. The RUC engaged in an intense review over 14 months (not 6 months, as Bodenheimer and colleauges state), convening 5 face-to-face meetings (not 2 meetings, as the authors state) and several conference calls. Volunteer physicians from several specialties contributed substantial personal time for this review.
The review was contentious and deliberative. The socioeconomic experts who serve on the RUC are intelligent physicians who understand that their recommendations affect the entire community of health professionals. All physicians should have expected that the debate and consideration of E&M services valuation would be serious and intense. In the end, the RUC recommended significant increases to E&M services, which were implemented by the CMS on 1 January 2007. These permanent increases result in an additional $4.5 billion in E&M services payments each year! To imply that they are small and insignificant is preposterous. Family physicians may see their overall Medicare payment increase by 5% or more. A document on the American College of Physicians' Web site states: "ACP estimates that internists will typically see an increase of $5 000 to $10 000 in total Medicare allowable charges" (3) .
The increases to E&M services came at a price. The RBRVS is a "budget-neutral" system, allowing for improvements in valuation for services but requiring an adjustment across the entire system to compensate for these improvements. These offsets are normally applied to the conversion factor, which is transparent and affects all health care professionals similarly. Despite protests from the RUC and most medical specialties, CMS chose instead to address budget neutrality through a "work adjuster," affecting physicians who receive a greater proportion of their payment from their own personal work effort. Bodenheimer and colleagues would have served their primary care constituents better by highlighting the short-sighted CMS decision to change the budget neutrality methods. The RUC's method for estimating procedure times-a key factor in determining RVU values-is flawed and overvalues many procedural services. Dr. Rich cites the CMS Web site as indicating that the total time for diagnostic colonoscopy is 70 minutes; however, this is actually based on RUC estimates. The RUC has also estimated intraservice colonoscopy time at 30 minutes. Yet, a recent New England Journal of Medicine article found that the average diagnostic colonoscopy intraservice time is 13.5 minutes (2) . These findings mirror a study of operative logs for 60 procedures, demonstrating that actual procedure times were, on average, 31 minutes shorter than the RUC's time estimates on which RVU values are based. The RUC overestimated time spent on several procedures by more than 60 minutes (3) . The RUC and CMS should consider using objective data rather than physician-generated estimates to determine procedure times.
Our main concern, and we hope Dr. Rich agrees, is the impact of the primary care-specialty income gap on medical student career choices. If the pipeline into primary care continues to dry up, the decline of primary care will be a catastrophe for everyone, including specialists. Thus, we need to look at the bottom line: dollars. In 2007, a colonoscopy pays $196.69, where as a CPT code 99214 office visit pays $90.20 (amounts vary by location), even though the times spent are similar and-we would argue-the complex office visit has higher intensity. Moreover, colonoscopies require fewer rather than more resources because they are generally done in a facility in which the physician is not paying overhead costs for personnel and equipment.
Ultimately, we must consider a fundamental change in physician payment, moving from a fee-for-service system toward a blended payment system that rewards high-quality, team-based primary care practices that are adequately compensated for the challenge of managing an aging population with multiple chronic conditions (4).
